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The patient was an intelligent boy, seventeen years of age, who came to Dr. Phillips' clinic complaining of pain in his right ear from which he had suffered for two weeks. Under local anesthesia, a myringotomy was performed. Two days later he returned. There was a scanty purulent discharge without odor; a good sized myringotomy opening in the posterior part of the drum; no perforation elsewhere, although the boy stated that the ear had discharged before. He had torticollis and held his head inclined toward the diseased ear.
The mastoid was tender and there was slight edema of the tip. He looked sick, his temperature was 102, pulse 110, respiration 22. He was admitted to the hospital and a simple mastoid operation was done at once. The mastoid was pneumatic and very extensive. There were cells and granulations in the groove between the sinus and bulb, internal to the facial nerve. The mastoid was thoroughly cleaned out and the boy was returned to bed.
The following day his temperature was 98.8, pulse 90. The patient made no definite complaint of headache, ate fairly well and his bowels moved. For the next four days the temperature ranged between 98.5 and 99.5. For the first three nights he slept well. The full dressing on the fourth day disclosed nothing abnormal in the bony cavity.
On the morning of the fifth clay he vomited and became steadily stuporous; temperature, 99°; pulse, 40. He had involuntary stool and urination. *,Read before the Section of Otology, New York Academy of Medicine, November 8, 1918. A careful lumbar puncture was made. The fluid was not under tension, appeared clear, and contained a few pus cells but no bacteria.
When examined at noon time he had a slight sixth nerve palsy on the left side, no paralysis elsewhere, knee jerks increased, bilateral Babinski, no clonus, no Kernig; neck slightly rigid. At times there was a peculiar general rigidity, perhaps cerebellar fit. He slowly became generally rigid, and this was followed in twenty or thirty seconds by complete relaxation. His mental condition precluded pointing tests, etc.
He was prepared for operation and the middle fossa was rapidly exposed. The dura was normal. Not only was the dura normal, but there was no increase in the intracranial tension. The posterior fossa was then exposed; the angle. between the middle and posterior fossa was also removed.
At this time the boy stopped breathing but the pulse continued. With the cessation of breathing the conclusion was drawn that we were dealing with a cerebellar abscess, and an opening was made in the cerebellar substance with a brain knife, but nothing was found. However, it seemed so certain there must be a collection of pus in the interior fossa that with a bayonet forceps the region was explored, and when this had penetrated to a depth of about three centimeters an ounce and a half of thick, yellow, nonodorous pus welled up out of the cerebellum. Artificial respiration and the pulmotor were resorted to, of course, but to no avail.
Fearing that an autopsy would not be permitted, the mastoid wound was examined very carefully on the table, but there was absolutely nothing further to be seen. The bone was removed over the lower cerebellar surface internal to the digastric fossa, but the disease had been eradicateu in that region. The dura over the anterior surface of the cerebellum as far inside as the internal auditory meatus was examined and no exudate or granulations were found.
Cultures from the mastoid at the first operation showed short chain streptococci; cultures from the brain pus showed similar streptococci with capsule. Blood count: Leucocytes, 26,100; polynuclears, 92 per cent.
